bars to take the backward pull on the upper part of the splint. The splint is kept in its proper vertical position by a strap passing over the shoulder. If desired, the apparatus can be fitted as part of a Thomas's knee-splint. Messrs. Allen and Hanbury have made this appliance for me.
As stated before, perhaps the main point in favour of the first apparatus is its low cost, nevertheless, it is, I think, quite as effective as the more expensive splints if it is carefully applied. The extension splint will, I think, be found of great value in those knee-joint cases in which a tendency to slight flexion persists in a most aggravating way when it is not desired. Actually the cost of this appliance is not much greater than that of the ordinary knee-splint.
Mr. PAGE, in reply to Mr. Gordon Watson, said he did not advocate the use of the bowsprit extension in cases of active tuberculosis. He was of the opinion that in cases of partial ankylosis long axis traction was quite inadequate to reduce the deformity, and that the bowsprit could be used with much better effect. In reply to Mr. Elmslie, he said the apparatus could be used for cases of partial bony ankylosis, such as are sometimes seen in the course of, or after, tuberculous diseases. 3, 1911 , with the history that a curvature of the spine had been noticed for six weeks. There was no preceding illness and no pain. A convexity to the right in the dorsal region with slight compensatory curves in the cervical and lumbar regions was found, and the condition diagnosed as scoliosis. The dorsal curve was already partly fixed. On July 21, 1911, there was a discharge of pus and blood from the umbilicus. This had occurred previously on several occasions. Upon this occasion the discharge lasted three months, then disappeared, and has not recurred. July 27, 1911: Spinal curvature rather worse; right serratus magnus noticed to be weak, causing winging of right scapula. Electrical reactions: Trapezius, pectorals, spinati and deltoid, normal; serratus magnus, very doubtful reaction to coil, and practically no reaction to cells. By September, 1911, there was typical serratus magnus paralysis. Electrical treatment was carried out by Dr. Lewis Jones. Spinal exercises and abdominal massage given.
In January, 1912, the paralysis not improving, a skiagram was taken, cervical ribs on both sides being discovered. January 24: The cervical rib on the right side was removed. Following this the condition got progressively worse. There was much pain in the region of time the winging of the scapula is greater than can be shown in the photograph.
the scapula, and a fixed spasm of the pectoralis major and latissiimus dorsi arose. The lower part of the trapezius was noticed to be paralysed in July, 1912. Electrical reactions on July 19 were: Pectoral, deltoid, infraspinatus, normal; trapezius, simple decrease of response (to both currents) of upper part, response appears to be absent in lower part; latissimus dorsi, (?) absent or very greatly decreased. July 28, 1912: Latissimus dorsi just perceived; trapezius shows probably reaction of degeneration in lower fibres; serratus magnus, reaction of degeneration.
From that time up to the present there has been very little alteration in the condition of the spine or scapula, but the pain has increased. It is somewhat indefinite in situation, being felt to the right of the spine and in the right side of the chest and sometimes over the shoulder.
Condition on December 5, 1913: The patient is tall, thin, and anaemic, her general health being very poor. There is a long curve in the spine with convexity to the right, extending from the seventh cervical vertebra to the lumbar region, with some rotation of the vertebrm. This curve is fixed, and attempts to correct it are painful. The right scapula is raised, much winged, and fixed by muscular spasm (fig. 1 ). Passive movements of the shoulder are natural. The anterior part of the deltoid, pectoralis major and latissimus dorsi are firmly contracted and very hard. This contraction can to some extent be overcome by force, but this causes much pain. The levator anguli scapulke and rhomboids appear very weak, The upper part of trapezius appears fairly strong, the lower part cannot be seen to act voluntarily. The serratus magnus cannot be seen to act; its investigation is very difficult on account of the contraction of the shoulder. The spinati and teres myiuscles are present. Rotation of the arm at the shoulder is good.
There are no other symptoms or signs of nervous disease.
The electrical reactions, as reported by Dr. Cuniberbatch at the present date, are: Trapezius normal in type, but weak, especially the lower two-thirds of the muscle; infraspinatus normal in type, but weaker than on opposite side; teres major, nornal in type, but weaker than opposite side; latissimus dorsi normal in type, but much weaker than on opposite side; serratus magnus, reaction of degeneration; pectoralis major, normal in type, but slightly weaker than on opposite side. CASE II. L. H., feinale, aged 21, domestic servant. Five or six years ago. patient had winging of the right scapula, was treated at Guy's Hospital and recovered in a few months. In the spring of the present year winging of the scapula recurred. There was at the same time much pain over the shoulder and down the right side.
Patient came to hospital on October 27, 1913 . At that time there was a long convexity of the spine to the right in the dorsal region, with slight rotation of the vertebrn; the curve being partly fixed. The right scapula was raised and winged and held fixed by muscular spasm (fig. 2) . The condition, clinically, is almost exactly similar to that in the previous. Surgical Section: Sab-section of Orthopwdics 119 case, the chief difference being that there is a thickening in the infraspinous fossa, as if the infraspinous muscle was hypertrophied. There is now not much pain, except on attempts to correct the deformity. The electrical reactions at the present time are as follows: Trapezius normal in type, but weaker than on opposite side, more particularly in the lower fibres; infraspinatus normal in type but inuch weaker than on opposite side (stimulation of this muscle causes much pain) ; teres major normal in type, but very much weaker than on opposite side; latissimus dorsi normial in type-no difference between the muscles on either side; serratus imagnus-this muscle probably gives a weak ..X...! . Mr. ELMSLIE said he was quite unfamiliar with this condition. He considered that there were several questions open: (1) Was there a true paralysis or was the condition possibly functional? The reaction of degeneration in the serratus magnus in the first case must be discounted on account of the great difficulty found in getting at the muscle to test it. (2) Was the condition a local one, or part of a general nervous disease ? (3) What treatment could be suggested? He intended to examine the patients under an aneasthetic, and if the deformity proved to be correctable, to apply a plaster of Paris jacket, correcting the scoliosis, raising the left shoulder, depressing the right shoulder, and holding the right arm abducted and everted at a right angle with the body, the scapula being held well back and the forearmn raised in the air.
(On December 16 the second patient, L. H., was placed under an anwsthetic. The spasm and deformity at once disappeared. A plaster of Paris jacket was applied as outlined above.) Dr. F. E. BATTEN said that he did not think that the paralysis of the serratus in Mr. Elmslie's cases was an early manifestation of a general nervous disease, but was due to some local condition. The paralysis of the serratus could not be regarded as a functional manifestation, although. the spasmodic condition of the muscles of the shoulder might be functional. He could furnish no explanation of these cases from the neurological standpoint. First operation (May, 1913) : Through an incision below the back of the elbow the upper end of the radius was exposed and after separating the radius from the ulna by means of a chisel, removing 1 in. of the radius and fixing a layer of muscle between the bones by a catgut stitch, the skin wound was closed. Passive supination was thus made possible, and instrumental treatment, followed by massage, was subsequently adopted. The synostosis recurred.
Congenital
Second operation (September 26, 1913) : Through the scar of the first operation the upper end of the radius was again exposed, and the
